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Abstract

Background & objectives: A member of the family who is addicted to substances has an impact on 
practically every element of family life. This results in issues, challenges, or unfortunate incidents that 
affect the lives of family members and put a tremendous burden on family caregivers. The purpose of the 
current study was to evaluate the pattern of stress experienced by the family caregivers of alcohol and drug 
dependent individuals. A member of the family who is addicted to substances has an impact on practically 
every element of family life. This results in issues, challenges, or unfortunate incidents that affect the lives 
of family members and put a tremendous burden on family caregivers. The purpose of the current study 
was to evaluate the pattern of stress experienced by the family caregivers of alcohol and drug dependent 
individuals.

Methods: ICD 10 diagnosed substance dependency patients and their family caregivers attending a de-
addiction centre at a multispecialty teaching hospital in south India were the focus of a cross-sectional 
study. The pattern of hardship experienced by the family caregivers of 120 men with alcohol and/or opioid 
dependency was evaluated using the Family Burden Interview Schedule.

Results: In comparison to the opioid and alcohol+opioid dependence groups, the alcohol dependency 
group was more commonly older, married, working at the time, earning more money, and having the wife 
care for the child. Family strain was moderate or severe in 95 to 100% of instances for "disruption of family 
routine," "financial stress," "disruption of family contacts," and "disruption of family leisure" in all three 
groups. Family burden was associated with low income and rural areas. The size of the family, the type 
of caregiver, as well as the caregiver's education and occupation, were not associated to it, nor were the 
patients' age, education, or period of dependency.

Interpretation & conclusions: The majority of caregivers (95-100%) expressed a moderate or severe 
burden, highlighting the severity of the situation and the necessity for additional research in this area.
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 Review Article

INTRODUCTION

Background and Objectives 

In India, the primary caregivers for patients, 
including those with mental illnesses, are 

their families. This has been ascribed to the 
interdependence of Indian culture, the concern of 
close family members in difÞ cult times, as well 
as the lack of mental health professionals.1 Those 
who look after other family members who require 
supervision or help due to illness or disability2 or 
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those who supply unpaid care to family members 
with special needs3 are considered family caregivers.

In terms of physical, emotional, and Þ nancial 
distress, as well as social and vocational dysfunction, 
an illness has a negative impact on both the person 
who is ill and those around them. This causes 
issues, challenges, or negative incidents that have 
an impact on the signiÞ cant others' lives. This 
negative effect has been referred to as a burden4

According to research5, the family environment, 
namely how different family members cope with 
the patient's abnormal behavior, plays a signiÞ cant 
role in determining the burden.

Although it is well acknowledged that substance 
misuse is a complex biopsychosocial phenomenon, 
substance dependency is viewed as a "family 
sickness."6 S. A member of the family who is 
addicted to substances has an impact on practically 
every element of family life, including Þ nances, 
social and interpersonal interactions, and leisure 
activities.

Substance abuse always causes more arguments, 
has a negative impact on family members, and 
costs the families. The psychological and behavioral 
effects on those around the substance-dependent 
family member are frequently far more severe. 
However, the study of family issues has received 
relatively little attention historically due to the 
focus on substance use as an individual issue. As a 
result, there is relatively little systematic study on 
the burden of substance abuse on family members.

The family and the family process have typically 
been studied almost exclusively as an etiological 
entity that affects the subject's substance use in 
research on families with substance dependent 
members.7 The burden is more frequently 
associated with the disruptive behaviors of the 
substance dependent person as well as Þ nancial 
struggles brought on by lost income and/or money 
being diverted to support substance dependence.8

Families with alcoholics are more likely to 
experience stressful life events, suffer from physical 
and psychological diseases, and need medical 
services more frequently.9-13

In a previous study14 from India, families of 
30 individuals with schizophrenia, opioid 
dependency, and alcohol dependence were 
compared. The Family Burden Interview Schedule 
(FBIS)15 was used to determine the burden. Alcohol 
use, opioid dependency, and schizophrenia 
groups all showed moderately severe objective, 
subjective, and various domain burdens.14 FBIS 
was employed in a different Indian study16 to 

evaluate the burden faced by wives of males with 
opioid dependent syndrome. The patients were 
urban, between the ages of 31 and 40, and less 
than 12th-grade educated. On both the subjective 
and the objective assessment, severe burden was 
reported more frequently than moderate burden.16

In 30 participants, 30 with intravenous drug use 
and 30 with alcohol dependency, a Nepalese study 
compared FBIS assessments of family hardship; 
the overall burden was higher with the former, 
and compared to other family caregivers, spouses 
were more tolerant and reported a lower perceived 
burden.17

The present study aims to examine the pattern 
of burden experienced by family caregivers of 
men seeking treatment for alcohol or/and opioid 
dependency in a de-addiction centre in south 
India. Alcohol and opioids are the most common 
substances for which treatment is sought in India.18

MATERIAL & METHODS

The Drug De-addiction and Treatment Centre, 
Department of Psychiatry, Mamata medical college, 
Telangana , south India, is a multispecialty teaching 
hospital serving in Telangana. The majority of 
patients are recommended by family members or 
themselves, while some come from other hospitals 
or divisions within our Institute. A group of 
clinical psychologists, nurses, social workers, and 
psychiatrists oversee the services. Outpatient, 
inpatient, basic laboratory, active and passive 
aftercare/follow-up, liaison with governmental 
and non-governmental organizations, and self-help 
groups are only a few of the services offered.

Comprehensive medical and psychosocial 
evaluations, including a look for physical and 
psychiatric co morbidities, are also part of the 
exams. Pharmacotherapy, psycho-behavioral 
therapies, and social-occupational rehabilitation 
are some of the treatment approaches used.

The institutional research ethics committee 
approved the study protocol. The data was 
gathered between March and May , 2022. It had a 
cross-sectional design. The outpatient service was 
used to draw the convenience sample. Both the 
patients and the caregivers involved in the study 
gave their written approval.

Family members who provided care for the 
patients who were seeking treatment for substance 
abuse made up the bulk of the sample. The family 
members of the patients were included in the 
study if they shared a home with the patients, were 
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directly involved in their care for their substance 
dependence and its treatment for more than a year, 
and were involved indirectly in general life care 
(sharing a kitchen, expenses, social obligations, and 
household chores including the care of children, 
the elderly, and the sick family members).

For the sake of comparability, the >1 year cut-off 
for caring was used because the vast majority of 
studies from India employed this cut-off.19–22 The 
caregiver chosen for the study was the one who 
stayed together longer and participated in the 
patient's care more, as agreed upon by the patient, 
caregivers, and the treating clinician, in the event 
that more than one family caregiver was available. 
The caretakers were older than 18 years of age, of 
either gender, and were generally healthy.

The patients were males over the age of 18, with 
a diagnosis of alcohol, opioid, or alcohol+opioid 
dependency (40 in each group, for a total of 120 
patients). The majority of them (100 subjects) 
were taking drugs to manage withdrawal 
(chlordiazepoxide/lorazepam for alcohol 
dependence, clonidine - NSAID - nitrazepam 
combinations for opiate dependence), while others 
(20 subjects) were taking drugs to reduce cravings 
or act as a deterrent (naltrexone for opiates and 
disulÞ ram, acamprosate, topiramate, or naltrexone 
for alcohol). If the patients or their carers had any 
severe physical sickness, organic brain condition, 
or mental impairment, they were disqualiÞ ed from 
the study. From the patients, the caregivers, and 
the case notes if necessary, pertinent demographic 
and clinical information for the patients and 
the caregivers was gathered. The family burden 
interview schedule (FBIS)15 was used to rate the 
selected family carers. Financial burden, disruption 
of family everyday activities, disruption of family 
leisure, disruption of family connection, impact on 
others' physical and mental health are the six topics 
covered by the FBIS, a semi-structured interview 
schedule. Each of its 24 items is scored on a 3-point 
scale (mild, moderate, severe). All items have an 
inter-rater reliability of 0.78 and a co relational 
validity of 0.72. There is also a question to gauge the 
overall subjective burden. The difference between 
the objective and subjective burdens is a reß ection 
of the fact that many family members may be more 
or less tolerant and may downplay or exaggerate 
their issues. With the families of patients with 
mental retardation, chronic physical conditions, 
alcohol use, and schizophrenia, affective, and 
neurotic disorders, the measure has been utilized 
extensively in India.19–22

STATISTICAL ANALYSIS

SPSS version 14.0 for Windows (Chicago, 
Illinois, USA) was used to analyze the data. The 
frequency, percentage, mean, standard deviation, 
ANOVA, and post-hoc analysis with Bonferroni's 
correction were used to assess the descriptive data. 
Demographic and clinical factors were compared 
between the drug groups as well as the moderate 
vs. severe burden groups, with the continuous 
normally distributed variables using independent t 
test and the discrete variables by chi-square test. To 
identify the variables that are associated with either 
a severe objective or subjective family burden, 
binomial logistic regression analysis was utilized.

RESULTS

Patients Demographics: Compared to the opioid 
dependence and alcohol+opioid dependence 
groups, the alcohol dependence group was older 
(44.72 8.95 yr vs. 28.12 7.06 and 32.15 9.13 yr, 
respectively, P0.01), more often working (82.5 vs. 
47.5 and 37.5, respectively, P0.01), with income 
of'>6000 per month (67.5 vs. 15 and 27.5 percent, 
respectively, P In terms of education, religion, 
family size, family type, and rural versus urban 
location, the three groups were comparable (Table 
I). Patients with alcohol dependence were shown 
to be substantially older than those with opioid 
dependence (44.72+/-  8.95 vs. 28.12+/-  7.06 yr, 
P<0.001) and alcohol+opioid dependence (44.72 
+/-8.95 vs. 32.15+/-  9.13 yr, P<0.001) on post-hoc 
analysis with Bonferroni's correction.

Clinical ProÞ le: The alcohol dependence group's 
duration of substance dependence was signiÞ cantly 
longer than that of the opioid dependence and 
alcohol+opioid dependence groups (P <0.01). In 
64.2% of patients, the duration of dependence was 
greater than Þ ve years (75 vs. 60 and 57.5%) in the 
alcohol dependence group compared to opioid 
dependence and alcohol+opioid dependence 
groups. Sixty-Þ ve percent of patients had co-
occurring nicotine and drug addiction, with opioid 
dependence being more common than alcohol 
dependence and alcohol and opioid dependence 
(Table I). Patients with alcohol dependency 
exhibited higher durations of dependence than 
patients with opioid dependence (12.92 +/-9.18 
vs. 5.82+/- 4.39 yr, P<0.001) and patients with 
alcohol+opioid dependence (12.92 +/-9.18 vs. 
7.6+/- 7.34 yr, P=0.004), according to a posthoc 
analysis using Bonferroni's correction.

17% of patients had psychiatric co morbidity, 
which included psychosis (N=6), depression (N=5), 
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bipolar and anxiety disorders (N=4 each), and 
personality disorder (N=2). Alcohol dependence 
was more common than opioid dependence and 
alcohol+opioid dependence. 10.8% of patients had 
physical co morbidity, which was more common in 
the alcohol dependence group (17.5%) than in the 
opioid dependence and alcohol+opioid dependence 
groups (7.5%). These conditions included seizure 

disorder (N=9), gout, hepatitis, and alcoholic liver 
disease (N=2 each), as well as diabetes mellitus, 
pulmonary tuberculosis, and hypertension (1 
each). 57.5 percent of people had a family history 
of substance abuse; this was more common in 
the alcohol dependence and alcohol+opioid 
dependence groups than in the opioid dependence 
group (P< 0.05). (Table I).

Table 1: Socio-demographic and clinical profile of patients

Variable Total (N=120) Alcohol (N=40) Opioid (N=40) Alcohol+ opioid (N=40) P value

Age(years) 35+10.97 44.72+8.95 28.12+7.06 32.15+9.13 <0.01

Duration of dependence 8.78+7.79 12.92+9.18 5.82+4.39 7.6+7.34 <0.01

Marital Status

Single 37(30.8) 1(2.5) 21(52.5) 15(37.5)

<0.01Married 82(68.3) 38(95) 19(47.5) 25(62.5)

Divorced 1(0.083) 1(2.5) 0 0

Occupation 

Working 67(55.8) 33(82.5) 19(47.5) 15(37.5)
<0.01

Unemployed 53(44.2) 7(17.5) 21(52.5) 25(62.5)

Education Status 

Illiterate 1(0.083) 0 1(2.5) 0

NS
1-5yrs 15(12.5) 7(17.5) 4(10) 4(10)

6-10yrs 38(31.7) 12(30) 13(32.5) 13(32.5)

>11yrs 66(55) 21(52.5) 22(55) 23(57.5)

Monthly Income (Rs)

Nil 54(45) 5(12.5) 22(55) 27(67.5)

<0.001
Upto 2500rs 6(5) 2(5) 4(10) 0

2500-6000rs 16(13.3) 6(12.5) 8(20) 2(5)

>6000rs 44(36.6) 27(67.5) 6(15) 11(27.5)

Religion 

Hindu 58(48.3) 22(55) 22(55) 14(35)

NSMuslim 58(48.3) 16(40) 17(42.5) 25(625)

Others  4(3.3) 2(5) 1(2.5) 1(2.5)

Family Type

Nuclear 66(55) 23(57.7) 23(57.5) 20(50)

NSExtended 39(32.5) 13(32.5) 12(30) 14(35)

Joint 15(12.5) 4(10) 5(12.5) 6(15)

Family Size

<6 members 79(65.8) 25(62.5) 27(67.5) 27(67.5)
NS

>6 members 41(34.2) 15(37.5) 13(32.5) 13(32.5)

Locality 

Urban 81(67.5) 28(70) 29(72.5) 24(60) NS

Rural 39(32.5) 12(30) 11(27.5) 16(40)

Nicotin dependence -present 78(65) 24(60) 29(72.5) 25(62.5) NS

Psychiatric comorbidity -present 22(18.3) 10(25) 5(12.5) 7(17.5) NS

Physical comorbidity -present 13(10.8) 7(17.5) 3(7.5) 3(7.5) NS

Family history of substance dependence 69(57.7) 28(70) 16(40) 25(62.5) <0.05

NS: Not significant, values in parentheses are percentages 
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The average age and level of education of caregivers 
were, respectively, 43.8+/-  12.4 and 10.42 +/-3.91 
years. The proportion of caregivers who were 
wives was greater in the alcohol dependence 

group compared to the opioid dependence and 
alcohol+opioid dependence groups (P <0.01). In 
terms of age, education, and occupation, the family 
caregivers of the three substance dependent groups 
were comparable (Table II).

Table 2: Demographic profile of caregivers

Variable Total (N=120) Alcohol (N=40) Opioid (N=40) Alcohol + opioid (N=40) P value 

Age(yr) 43.85+12.4 41.17+10.65 47.3+13.15 43.07+12.74 NS

Education (yr) 10.42+3.91 10.77+4.44 10.27+3.35 10.22+3.95 NS

Relationship with patient

Wife 59(49.1) 31(77.5) 11(27.5) 17(42.5) <0.01

Father 29(24.1) 2(5) 15(37.5) 12(30)

Mother 18(15) 1(2.5) 12(30) 5(12.5)

Son 7(5.8) 4(10) 1(2.5) 2(5)

Brother 7(5.8) 2(5) 1(2.5) 4(10)

Occupation

Working 46(38.3) 13(32.5) 15(37.5) 18(45) NS

Unemployed  74(61.7) 27(67.5) 25(62.5) 22(55)

NS: Not significant, values in parentheses are percentages

Burden: Across the three groups, the overall intensity 
of the caregivers' subjective and objective burden 
was largely similar, with most caregivers reporting 
either a moderate (52.5%) or severe (45.8%) level of 
burden, and very seldom none at all (1.7% ). With 
the exception of the disruption of family leisure, 

which was reported as severe more frequently in 
the alcohol+opioid dependence group than in the 
alcohol dependence or opioid dependence groups 
(17.5 vs. 2.5% in the other groups) (P=0.01), the 
severity proÞ le for the various areas of burden 
under consideration was similar across the three 
groups (Table III).

Table 3: Family Burden With Substance Dependence

Variable Total(N=120) Alcohol (N=40) Opioid (N=40) Alcohol+ opioid (N=40) P value

Objective burden

No 2(1.7) 2(5) 0 0

NSModerate 63(52.5) 22(55) 22(55) 19(47.5)

Severe 55(45.8) 16(40) 18(45) 21(52.5)

Subjective burden

No 2(1.7) 2(5) 0 0

NSModerate 63(52.5) 24(60) 22(55) 19(47.5)

Severe 55(45.8) 14(35) 18(45) 21(52.5)

Areas of financial burden

No 4(3.33) 4(10) 0 0

NSModerate 107(89.17) 34(85) 37(92.5) 36(90)

Severe 9(7.5) 2(5) 3(7.5) 4(10)

Disruption of family routine

No 5(4.17) 4(10) 1(2.5) 0

NSModerate 65(54.17) 20(50) 22(55) 23(57.5)

Severe 50(41.67) 16(40) 17(42.5) 17(42.5)

Disruption of family leisure

 No 6(5) 5(12.5) 1(2.5) 0

NSModerate 105(87.5) 34(85) 38(95) 33(82.5)

Severe 9(7.5) 1(2.5) 1(2.5) 7(17.5)
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Disruption of family interaction

No 6(5) 5(12.5) 1(2.5) 0

NSModerate 96(80) 30(75) 33(82.5) 33(82.5)

Severe 18(15) 5(12.5) 6(15) 7(17.5)

Effect on physical health of family members

No 83(69.17) 28(70) 32(80) 23(57.5)

NSModerate 37(30.83) 12(30) 8(20) 17(42.5)

Severe 0 0 0 0

Effect on mental health of family members

No 39(32.5) 15(37.5) 9(22.5) 15(37.5)

NSModerate 80(66.6) 25(62.5) 30(75) 25(62.5)

Severe 1(0.83) 0 1(2.5) 0

NS: Not significant, values in parentheses are percentages 

Except for the categories of "disruption of family 
leisure" and "impact on physical health of family 
members," where the alcohol+opioids dependence 
group had higher scores (P<0.05), the burden 
severity scores were equal across the three groups. 
For the length of drug dependency of< 5 vs. >5 
yr and as reported by wives vs. other carers, 
the differences were not signiÞ cant for both the 
objective and subjective burden.

When the demographic and clinical characteristics 
of patients (N=120) with severe vs. moderate 
subjective or objective burden were evaluated, 
more rural subjects than urban subjects (61.53 
vs. 39.24%, P<0.05) reported experiencing severe 
subjective burden. When similar comparisons were 
made for different types of burden, it was found 
that unemployed subjects had signiÞ cantly higher 
burden than employed subjects in the areas of 
Þ nancial burden (13.20 vs. 2.98, P<0.05), disruption 
of family routine (54.71 vs. 31.34 %, P<0.05), and 
disruption of family interaction (20.75 vs. 10.44%, 
P<0.05). In comparison to urban respondents, 
a higher percentage of rural subjects (42.59 vs. 
24.62%, P=0.05) reported a moderate-to-severe 
burden on the inß uence on the physical health of 
family members.

The association between independent factors 
(demographic and clinical characteristics) that 
were more frequently present in people with severe 
burden was investigated using a simple binary 
logistic regression analysis with entry technique. 
With an odds ratio of 2.47 (CI=1.12-5.44, P<0.05) and 
the only signiÞ cant predictor of severe subjective 
load being living in a rural area. Other factors 
like marital status, employment position, family 
structure, length of dependency, the existence of 
psychiatric or physical illness, and family history 
were not found to be signiÞ cant predictors of severe 
subjective burden.

DISCUSSION

The functioning of the family and society are 
affected by substance abuse, and families of addicts 
bear a heavy weight of care. The proÞ le of the linked 
components, which can both affect the problem's 
outcome and be helpful in devising and planning 
interventions to help the families manage with 
substance dependency, gives the study of family 
burden in substance dependence value.

In India, the joint family is the typical type of family. 
It is a household with multiple family subunits 
residing in various rooms throughout the same 
home.24 Given that joint families are a more typical 
family structure, the family burden associated with 
substance dependence is crucial for India and other 
emerging nations. Additionally, it gains increasing 
relevance given the necessity of emphasizing the 
creation of community mental health services 
under the umbrella of primary healthcare and 
community involvement.25 The objective is to 
address the requirements of both caregivers and 
patients, with a particular emphasis on patient care. 
The employment of a similar strategy has been 
successful in treating various mental conditions, 
including schizophrenia.26

Our sample's demographic and clinical 
characteristics were broadly consistent with those 
published in past research from other centre.14,27

However, our opioid dependence group being 
more educated, more unemployed, and having 
fewer urban individuals in our study compared to a 
study from another centre in north India16 may be 
due to the other center's location in a large city. Our 
alcoholism group, however, resembled a Nepalese 
study 17 with more urban participants and more 
women serving as caregivers.

Given that all of our patients were staying with 
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their families, it was not surprising to Þ nd that the 
most common sources of stress were "disruption 
of family routine," "interactions," or "leisure." It is 
widely acknowledged that a psychiatric condition 
has the greatest effect on the family and frequently 
causes a full breakdown in the family's functioning.8

Additionally, it seems sense that Þ nancial burdens 
are the most frequently cited burden, according to 
our research. Both substance misuse and psychiatric 
disease are expensive disorders to have globally. 
Particularly when it comes to substance abuse, a lot 
of money is spent on getting and using the drugs, 
dealing with the negative effects like accidents 
and crime, and seeking treatment by travelling to 
treatment facilities, paying for healers, including 
faith healers, and purchasing goods and services.8

In our study, participants with low income and 
those living in rural areas had higher objective and 
subjective burdens. Rural areas always have fewer 
employment and income opportunities. In terms 
of Þ nances, disruption of routine and interaction 
within the family, as well as family members' mental 
health, the low income group was more burdened. 
Singles experienced greater disruption of family 
interaction, whereas subjects in opioid groups 
and extended families experienced signiÞ cant 
disruption of family leisure. The subject's decision to 
remain single and his family caregiver's perception 
of a heavier load could both be related to more 
disruption of family interaction. Rural patients 
Staying in extended families with a higher risk of 
substance abuse or family history demonstrates the 
interaction between the family environment and its 
effects on the health of the family members.

In contrast to an earlier study from other centre that 
found married participants to be more burdened, 
particularly among the areas of Þ nances, disruption 
of family routine, and consequences on mental and 
physical health14, we discovered higher disruption 
of family leisure in singles. In contrast to the current 
study, the previous one found no evidence of a 
connection between increased burden and severe 
reliance. The rural population was also found to 
be more Þ nancially strained, and married, elderly, 
and female carers were found to report higher 
disturbance of family leisure time.14

Our study has a number of drawbacks. The results 
could not be extrapolated to other treatment facilities 
due to the small sample size and recruitment from 
a tertiary care facility. All of the patients were men, 
as was typical for our center. All data for the cross-
sectional, non-blind burden assessments came 
from a single family caregiver. Numerous factors, 
including coping, appraisal, stated emotions, and 

social support, were not evaluated because the 
assessment of subjective burden was conducted 
globally. In order to better understand the precise 
impacts of substances and other mediators like 
family type, coping, and social support on the 
family load, future research should be undertaken 
in a large sample with prospective design.

In conclusion, our study shown that substance 
abuse was linked to signiÞ cant burdens for the 
family members, more so for the alcohol+opioid 
dependency group than the opioid dependence 
group, and more so for both subjective and 
objective burdens in rural areas with low income. 
These results can offer recommendations for future 
directions for study in this Þ eld.
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